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Aims and objectives. This research aimed to investigate the use of intentional
rounding within in the emergency department setting through exploration of the
staff nurse experience. The focus was its implementation at a large teaching hos-
pital in England.
Background. Research into the use of intentional rounding in any area of practice
is minimal in the UK; however, a broader evidence base comes from America.
The majority of this research supports the notion of intentional rounding for
improved patient care and outcomes. Research from the UK is generally more
contested. There is less literature on using intentional rounding specifically in the
emergency department setting.
Design. Qualitative methodological approach.
Methods. Semi-structured interviews (n = 5) were completed with staff nurses
working within an emergency department. A purposive sampling technique was
used for recruitment. The data was then analysed using ‘Framework Method of
Qualitative Analysis’ (Spencer et al. 2014).
Results. The findings were categorised into four headings: (1) Improved patient
experience, (2) Current unmanageability, (3) Adapting for the emergency depart-
ment, (4) Benefits on achieving quality indicators and targets.
Conclusion. The findings show that although staff felt the introduction of inten-
tional rounding techniques could lead to improvements in patient safety and over-
all care experience, they also identified a range of difficulties and adaptations
needed to ensure its success within this acute care environment.
Relevance to clinical practice. The research offers an insight into the staff’s per-
ceptions of using intentional rounding and also explains the practical difficulties
faced by the nursing staff with potential suggestions that may help to address
these problems. Benefits include more open communication between staff and
patients and potentially more timely response to patient need, which positively
impacts levels of safety and satisfaction. Barriers include lack of staff engagement,
and the environmental factors and pressures, within the ED setting.
Key words: hourly rounding, intentional rounding, nursing practice, patient
comfort rounds, patient safety, patient satisfaction, quality of care
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Introduction
The quality of nursing care in the National Health Service
(NHS) has recently been under much scrutiny, particularly
following the publication of a series of high profile reports
outlining inadequacies of provision in several settings (Ber-
wick 2013, Cavendish 2013, Francis 2013, Keogh 2013).
Concerns raised about poor standards have refocused atten-
tion towards a need to ensure fundamental aspects of nursing
care are delivered effectively. Understanding and delivering
high quality patient experience is a key indicator of success
detailed clearly in a number of documents pertaining to qual-
ity health care in the UK: the National Institute for Health
Care Excellence (NICE) quality standard: Patient Experience
in adult NHS services (QS15) being one example. How high-
quality care is delivered and achieved at local level, however,
remains a matter of ongoing debate.
The concept of intentional rounding was introduced to the
UK in 2006 (Bartley 2011) but started to become more preva-
lent following the publication of the Francis and Keogh
reports which led to intervention by the British Prime Minis-
ter, who publicly supported the campaign for intentional
rounding (Kendall-Raynor 2012). It was subsequently widely
introduced in an attempt to address many of the issues sur-
rounding patient safety, compassion and quality of care.
Intentional rounding is also referred to as ‘hourly round-
ing’, ‘nurse rounding’ and ‘comfort rounding’ (Hutchings
et al. 2013, Forde-Johnston 2014) and is a structured
approach, whereby nurses conduct regular checks (in some
organisations every two hours) on patients to proactively
assess and manage their individual needs (Lucas & Ahmad
2010, Bartley 2011, Fitzsimons et al. 2011, Mason 2012,
Harrington et al. 2013, Hutchings et al. 2013, Shepard
2013, Forde-Johnston 2014). The process ‘meaningful’ inter-
action with patients at frequent intervals (Hutchings 2012).
It has signalled a return to the ‘basics’ of nursing care (Cas-
tledine et al. 2005). At these intervals, patients are asked a
set of guiding questions, often based around their needs relat-
ing to comfort, nutrition, hygiene and pain management.
These prompts are aimed at guiding shared decision-making
whereby staff respond to the answers given by the patient
and then complete relevant documentation, agreeing a fur-
ther time interval for the next intentional rounding episode.
It is argued that intentional rounding places patients at the
heart of the ward routine including the acknowledgement of
their preferences and anticipation of their needs (Harrington
et al. 2013). It also encourages relationship development
with the patient and their family (Fitzsimons et al. 2011)
while also promoting visibility of nursing staff, which is said
to increase patient satisfaction (Lyons et al. 2015). Gillen
(2012) summarised intentional rounding as: ‘about being
highly visible to patients at least every hour and providing
personalised care at that point should it be required’.
This research has been undertaken to investigate the use
of an intentional rounding model in practice, in this case,
specifically within the Emergency Department (ED) setting.
Potential barriers and benefits to using an intentional
rounding model in this speciality were explored, with the
aim of understanding whether improvements to the round-
ing process could be introduced, to improve the feasibility
and effectiveness of delivery.
Research question
What are the barriers and facilitators, as perceived by qual-
ified nurses, to the effective implementation of hourly inten-
tional nurse rounding in the emergency department setting?
Aims
Within this specific setting, the aims of this research were
to:
• Explore the experiences of nurses involved in the deliv-
ery of intentional nurse rounding,
• Explore nurses’ perceived benefits and limitations of
nurse rounding.
Background
Intentional nurse rounding is a controversial topic which
has received much media coverage in the UK. The aca-
demic literature on the concept, however, largely originates
from the USA, though studies from elsewhere are now
emerging.
There is a body of literature which suggests that imple-
mentation of intentional nurse rounding results in improved
patient experience. Several studies, as detailed below, have
explored its effect on clinical outcomes such as levels of
patient satisfaction, the incidence of call bell use, patient
falls, pressure ulcer development and patient complaint.
There is evidence that intentional rounding can result in
improvement in patient satisfaction (Bartley 2011, Saleh
et al. 2011, Baker 2012, Dix et al. 2012, Kessler et al.
2012, Durazo et al. 2014). In an evidence review of
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research into patient satisfaction relating to hourly rounds,
Hutchings et al. (2013) reported improvements in overall
patient satisfaction in eight of nine studies. Patients were
likely to recommend the hospital and were satisfied with
anticipation of, and attention to, personal needs (Hutchings
et al. 2013). These findings are re-iterated in a further liter-
ature review by Forde-Johnston (2014).
Several studies have explored the impact of intentional
rounding on the use of patient call bells. Many show posi-
tive outcomes (Woodard 2009, Baker 2012, Braide 2013,
Hutchings et al. 2013, Durazo et al. 2014) with for exam-
ple, Harrington et al. (2013) demonstrating a 50% reduc-
tion in use, and Hutchings et al. (2013) a 32% fall. Data
from the UK indicate a significant reduction from an aver-
age of eight to just one call per hour (Dix et al. 2012).
Research has also investigated the influence in the intro-
duction of intentional rounding on the incidence of falls by
patients and several studies have demonstrated a reduction
(Kessler et al. 2012, Sherrod et al. 2012, Braide 2013, Dur-
azo et al. 2014). Indeed Braide (2013) demonstrated a 36%
decrease in patient falls within one month of the introduc-
tion of intentional rounding. However, in a secondary evi-
dence review, Hutchings (2012) identified conflicting
evidence regarding falls. Although some studies did indicate
the beneficial impact of intentional rounding some indicated
either no change in the incidence of falls and another actu-
ally observed an increase (Bourgault et al. 2008).
Another clinical outcome to have been investigated is the
occurrence of pressure ulcers following the introduction of
intentional rounding, with evidence that the introduction of
rounding can result in a reduction in pressure ulcer develop-
ment (Saleh et al. 2011).
Research has demonstrated evidence of greater efficiency
associated with intentional rounding; this includes increased
nurse and patient contact, which facilitates the building of
trust between nurses and patients (Aitken et al. 2011, Fitzsi-
mons et al. 2011). As a consequence, there is an increase in
patients’ positive perception of care (Durazo et al. 2014),
reduced patient anxiety, increased patient comfort (Fitzsimons
et al. 2011) and better painmanagement (Bartley 2011).
Specifically within the ED research has indicted that
intentional rounding contributes to a reduction in the num-
ber of patients who leave the department before they have
been assessed by a doctor (or ‘did not wait’). Durazo et al.
(2014) showed quicker discovery of and intervention with
health complications while Dix et al. (2012) found that
rounding resulted in more timely response rates by staff.
All of these factors combine to result in a reduction in the
number of formal complaints from patients (Braide 2013).
In addition to benefiting patients, there is growing evi-
dence to show positive outcomes from intentional rounding
for staff, including improved relationships with one
another. There is evidence for example, that intentional
rounding facilitates better staff communication, encourag-
ing team working and rapport (Generals & Tipton 2008)
and contributes to creating a rewarding, enriching environ-
ment of trust (Blakley et al. 2011). Particularly prevalent in
the literature are reports of increased nurse satisfaction
with care (Lucas & Ahmad 2010, Dix et al. 2012, Braide
2013, Harrington et al. 2013, Hutchings et al. 2013).
A key finding from a comprehensive review of the evi-
dence, Forde-Johnston (2014) found that different clinical
areas implement rounding in different ways (Lucas &
Ahmad 2010, Bartley 2011, Dix et al. 2012, Braide 2013,
Harrington et al. 2013, Hutchings et al. 2013), with, for
example, one or two-hourly rounding or a combination of
both. A number of factors might influence frequency of
rounds including levels of patient acuity or time of day
(Harrington et al. 2013), staffing mix and identified mem-
ber responsible for managing rounding (Woodard 2009).
Different methods of documenting rounding episodes
have been reported; one of which includes the use of a
‘rounding clock’ (Hutchings et al. 2013). Here, a clock is
given to each patient at their bedside, it is then adjusted
accordingly after an episode of intentional rounding has
been completed. This gives an indication to the patient
when the nursing staff will return to complete the next ses-
sion of rounding (Hutchings et al. 2013).
Despite the above emerging evidence about the impact of
rounding, research relating to the feasibility and logistics of
implementing it in different settings remains patchy and evi-
dence to support it is limited (Hunt 2012), leading to sug-
gestions that, a more in-depth evidence base is needed
(Snelling 2013a). Forde-Johnston (2014) identified the pau-
city of empirical research from the UK on its feasibility and
effectiveness, particularly within specific clinical settings.
Further research is now needed in other specialty areas.
Very little evidence exists to guide the optimal models of
implementation and there is a particular gap in research
specifically examining the feasibility of implementing inten-
tional rounding in the emergency care setting.
Methods
Ethics
Ethics approval was sought through the University of Lin-
coln ethics committee and granted on 14th April 2014.
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Design
A qualitative research methodology was selected, as an
appropriate approach to learn about individuals’ percep-
tions, perspectives and beliefs (Ormston et al. 2014) about
the benefits and limitations to intentional rounding. Consid-
eration was given to the complex and challenging emer-
gency department setting when a methodology was
selected. The decision was made to undertake qualitative
interviews as the data collection method for this study, lar-
gely because of their ability to collate and capture in-depth
qualitative data which has the opportunity to explore indi-
vidual insights from key respondents (O’Leary 2010).
The thoughts and opinions of qualified staff nurses were
sought via interview. Respondents had a variety of different
nursing backgrounds and all had experience of applying
and using an intentional rounding model within the emer-
gency department setting. Further demographics are
detailed in Table 1 below.
Setting
The study was set within the emergency department (ED) of
a busy teaching hospital in England, which sees an average
of 450 patients a day (NHS England 2015). It employs
around 250 staff including doctors, nurses, Emergency Nurse
Practitioners (ENPs), Emergency Physiotherapy Practitioners
(EPPs) and Emergency Department Assistants (EDAs).
Data collection
Sample and recruitment
The sample of emergency department staff nurses was
selected using a nonrandom, purposive sampling approach.
Purposive sampling was used to ensure that the respondents
were able to give an insight into a specific set range of per-
ceptions, perspectives and beliefs. Purposive sampling also
involves decisions regarding each respondents’ experience,
expertise, knowledge, background and ability to give appli-
cable data during interview (O’Leary 2010).
All of the respondents interviewed were qualified staff
nurses working within the same emergency department,
which ensured they had the appropriate knowledge base
and experience of intentional rounding. Effort was also
made to recruit nurses from a variety of levels and length
of experience working within the emergency department
setting.
During the recruitment process, additional consideration
was given to potential constraints and feasibility of com-
pleting the interviews. Effort was therefore made to ensure
that this did not affect the sample selection. The option of
holding the interviews outside of the working environment
was offered to each individual participant, as was the
option of supplying nursing cover for the duration of the
interview. It was hoped that by working with individuals
in a flexible way would facilitate recruitment of a diverse
sample.
Conducting the interviews
Five in-depth interviews were conducted, each lasted
around 30 minutes. With consent, all interviews were tran-
scribed verbatim. Each participant was interviewed individ-
ually, face to face, in a variety of quiet and peaceful
destinations, selected by each participant. Anonymity was
maintained both on the tape recording and on the tran-
script. Respondents were labelled simply A–E.
Although the interviewer held objectivity (O’Leary 2010)
in terms of the questioning approach during the interviews,
the importance of gaining rapport and trust with the respon-
dents, developing ‘open’ lines ‘of communication’ (O’Leary
2010), through an informal style, was of great importance
in data collection. This informal approach appeared to work
towards facilitating open answers and an effective relation-
ship between interviewer and interviewee.
Data collection tools
Prior to commencement of the interviews, each individual
was given a participant information sheet which outlined
the research question, explained the background of the
study and outlined the aims. The documentation covered
the plan for the interview, including its length and the type
of questions which would be asked. The participant infor-
mation sheet also gave the opportunity for the participant
to ask any questions.
The respondents were also asked to read and sign a con-
sent form which highlighted to what consent was being
given, including the option of withdrawing from the study
at any time without giving notice or a reason.













Respondent 1 Female Staff nurse 1 3
Respondent 2 Female Staff nurse 1 4
Respondent 3 Female Staff nurse 3 5
Respondent 4 Female Staff nurse 2 4
Respondent 5 Female Staff nurse 3 10
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A topic guide was also compiled to aid data collection.
This outlined the key ideas and questions that were asked
in the interview. The questions included in the topic guide
are shown in Table 2 below.
Data analysis
The interviews were analysed using the ‘Framework’
method of qualitative data analysis by Spencer et al.
(2014). This method which is well established as a tool for
qualitative researchers, involves the following five steps:
1 Familiarisation with the material
2 Identifying a thematic framework (and developing a
coding frame)
3 Indexing (applying codes to the data)
4 Charting (on a spreadsheet to allow analysis within and
between themes using data from all the interviews)
5 Mapping and interpretation
The detailed process is systematically categorised into five
individual stages outlined above and elaborated on below.
Initially there was a familiarisation period in which rele-
vant topics to the research question were identified. This
first stage of the process involved the researcher ‘immersing’
themselves in the data, ensuring that the following stages
were ‘grounded’ and ‘supported’ by the data. Following
this, the initial topic headings were sorted and categorised
into themes and sub-themes and an initial thematic frame-
work was formed. Consequently, in the next phase of the
process, the data were labelled and applied to the appropri-
ate label or heading using the framework, for deeper analy-
sis. In some cases involved the amendment of labels.
Finally, it was felt in this project, that it was helpful to use
the data summary and display framework, which sorted
information into a visual, organised matrix for more struc-
tured method to aid analysis and interpretation (Spencer
et al. 2014).
Results
The following four key themes were identified: Improved
patient experience; Current unmanageability; Adapting for
the emergency department; Benefits on achieving quality
indicators and targets.
Improved patient experience
All respondents made clear their opinions regarding the
impact of intentional rounding on improved patient experi-
ence. A large amount of focus was on recognising the dete-
riorating patient and patient safety. More generally it was
felt that in relation to improved patient experience, inten-
tional rounding was a ‘good idea’ (Respondent E) and that
there were ‘numerous benefits’ (Respondent B) to using it.
Respondent C expressed a strong sense that the concept
and usage of intentional rounding were much needed in the
emergency department. Respondents explained that inten-
tional rounding helped improve care standards in many
ways, fundamentally by giving nursing staff the opportunity
to recognise if and when a patient’s condition was deterio-
rating, and potentially preventing the need for higher levels
of medical intervention or further complications. Respon-
dent D explained that by using intentional rounding, nurses
can ‘see if anything is changing about their [patients] condi-
tion’. Respondent E echoed this: ‘we should be able to iden-
tify when patients are deteriorating’ and consequently
intervene earlier.
Respondents noted further positive impacts of intentional
rounding on the patient experience, one of which was that
it gave patients an understanding and reassurance about
when a staff member would return to see them again,
which in turn resulted in better communication and
reduced anxiety for the patient. Respondent B felt that it is
‘important that [patients] they are seen in the hour, so they
are assured that someone is there to answer their problems
and any questions’.
In particular, findings from the interviews repeatedly
highlighted the benefit of intentional rounding on the wel-
fare of older and vulnerable patients, who often present to
the emergency department with complex needs. Commonly,
older patients and those described as more vulnerable need
additional essential care such as assistance with using the
toilet, nutrition and support with skin and pressure sore
prevention. Respondents explained how individuals who
need help with activities of daily living are often those who
benefit most from intentional rounding. It was also noted,
however, that due to their complex needs, at times when
large numbers of frail older patients are in the department,
Table 2 Content of the topic guide used to guide the semi-struc-
tured interviews
General introduction to the research and purpose of the interview
Could you please share with me your general experiences, thoughts
and feelings on the concept of hourly rounding in the Emergency
Department, and if applicable, elsewhere?
How well do you feel this model of nursing works in the
Emergency Department setting? Please elaborate
Do you feel there are any benefits to using such a model in the
Emergency Department setting? Please elaborate
Do you feel there are any limitations to using such a model in the
Emergency Department setting? Please elaborate
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the intentional rounding process took staff longer time to
complete.
The effect of intentional rounding on relatives was raised
by two respondents, who reported its potential benefits to
relatives, who often feel unsure of what the patient is wait-
ing for and the reasons behind any delays. It was suggested
that relatives feel happier because of the added communica-
tion intentional rounding brings.
Current unmanageability
Respondents described how the current process for inten-
tional rounding was unmanageable. Patient volume was
highlighted as a clear limitation to successful implementa-
tion and this made it ‘difficult’ and ‘near on impossible’ to
see every patient within an hour. This issue was raised as a
recurrent concern by respondents, one in particular stating
that ‘where it doesn’t work is when the volume of patients
just exceeds the capabilities of the staff’ (Respondent E).
Similarly, the impact of excessive patient volume within the
emergency department was noted by all of the respondents,
as were concerns surrounding the nature of the evolving
workload. Respondent A stated: ‘I do think a different con-
cept needs to be put in place to allow for the flow rate of
patients’ within the emergency department.
Comparisons were made between the success rate of
using intentional rounding when the department was qui-
eter and at its most busy: ‘the difficulty with it is, partly
the amount of patients that are there at any one time,
when there not a lot of patients, it’s very easy to do that
round in an hour, when there’s a lot, it can be near on
impossible really’ (Respondent C). Respondents described
how they felt the emergency department was very different
to the ward setting: ‘your patient population is constantly
evolving, constantly changing and moving around geo-
graphically, it’s very difficult to manage’ (Respondent B).
This therefore proved challenging and problematic when
trying to implement intentional rounding in this specific
setting.
Adapting for the emergency department
In response to the difficulties raised above, the respondents
discussed their thoughts and feelings on how intentional
rounding may be adapted to aid successful implementation
within the emergency department setting. Respondents dis-
cussed whether intentional rounding was suitable for all
patients within the emergency department setting. These
points were raised in relation to age and the appropriate-
ness of asking each patient-specific questions every hour. It
was felt that younger patients who were able to, may be
able to address their own needs. It was felt more appropri-
ate to prioritise intentional rounding with more vulnerable
and older patients.
Difficulties surrounding documentation of intentional
rounds were also raised by respondents; they explained
how it was difficult to sometimes ‘get to a computer to doc-
ument [post round intervention]’ (Respondent A). Respon-
dent B highlighted how it was sometimes challenging to
have the opportunity to document intentional rounding in a
‘timely manner’. Furthermore, it was suggested by Respon-
dent A, whether a form of paper documentation (which
stayed with the patient) would be more appropriate and
helpful than use of a centrally located electronic system.
The content, nature and frequency of the intentional
rounding episodes were discussed during all of the inter-
views. Staff highlighted how intentional rounding in the
emergency department often focused largely on completing
observations at hourly intervals, and less on other patient
needs. There was also discussion surrounding the necessity
for hourly observations to be completed on every patient in
the department. Respondent E noted that ‘in a ward envi-
ronment, it [intentional rounding] seems to be less focus on
performing observations. . .. . .cos the frequency of observa-
tions would be based on what their previous Early Warning
Score was, whether it was four hourly, or once daily if they
were stable and waiting to go home’.
The need for a review of the staff involved in delivering
intentional rounding was also raised. It was felt that cur-
rently, the success of intentional rounding is heavily reliant
on the role of certain staff members, in particular the EDA
(Emergency Department Assistant), who often took on a
central role in rounding, completing the process. Respon-
dent E noted that when EDA staff become busy transferring
patients to wards and are temporarily absent from the
department, implementing intentional rounding hourly
becomes more problematic. Respondent A agreed with this,
also explaining that relying only on EDA staff is not ‘suit-
able’ as they also have their own workload. It was also
noted that the task of intentional rounding required a mul-
tidisciplinary approach.
The findings showed a clear pattern suggesting that staff
felt intentional rounding would need significant adaptation
to work successfully in the emergency department; ‘I think
it [intentional rounding] would have to be modified quite a
lot to apply in ED, because it’s obviously very different
from ward settings’. Specifically, it was noted that during
the recent intentional rounding trial period, different meth-
ods of implementation had been tried and although staff
felt it is important in improving patient safety, a different
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approach is needed for feasible implementation and positive
outcomes to be achieved.
Changes in the culture of the emergency department were
also recognised by respondents, who noted that staff within
the department often operate in a very ‘task orientated’
way due to the workload demands. In response to this it
was suggested that a possible arrangement for implementa-
tion may be the allocation of a specific staff nurse (and/or
Emergency Department Assistant) whose task was solely
the delivery of rounding episodes. The benefits of this
approach were felt to be that the staff member delivering
the intentional rounding would be able to get to know and
build a relationship with their patients. In addition, the
level of disturbance to other staff members, who often get
pulled away from intentional rounding to other tasks,
would be reduced. However, potential drawbacks to this
approach were also noted. There was concern that being
identified as the sole deliverer of the rounds might not be
popular with some staff members and may cause staff dis-
putes. This point was described by Respondent C: ‘some
nurses might not like to do it, and it could just lead to
feuds in that respect. We might have to look at kind of
doing it once, once a shift, someone might have to do it for
an hour, that might be one way of getting over it’.
Benefits on achieving quality indicators and targets
Respondents noted that successful implementation of inten-
tional rounding may have a direct impact on the success of
the department (ED) in meeting quality indicators – specifi-
cally that of the breach target, which is set nationally and
aims to assess and treat, then admit or discharge, 95% of
all patients within four hours. Here, respondents explained
how ensuring patient care needs are met in a timely manner
throughout their stay in the emergency department, poten-
tially reduces the need for further input when it is time to
transfer patients to the ward, home or another destination.
This was explained by Respondent E: ‘things should be
done in a timely manner [when using intentional rounding]
so with regards breaching, and um, the time constraints of
ED, patients shouldn’t need to go to the toilet, or need pain
relief just as you’re about to wheel them out of the door’.
It was felt that careful management of intentional rounding
could have a positive impact on preventing breach of the
four hour target. Respondents explained how intentional
rounding (or similar), may help to identify and respond to
any issues prior to ward transfer, and subsequently have
the potential to manage care more efficiently.
Discussion
The findings show that respondents felt intentional round-
ing had the potential to improve the experience for patients
in the ED. This was particularly so for those who were
classed as older or vulnerable. Given that in the UK the
number of people aged 85 years and over is set to increase
by two-thirds over the next 20 years and that in 2013–
2014 patients over 70 accounted for 166% of attendances
to EDs (HSCIC 2015), a figure which is on the increase, it
is imperative to work towards more efficient and effective
ED care for this population. This is reiterated by others
(Banerjee et al. 2013), in particular by a recent report
which highlighted the poor quality of care received by older
people Ombudsman HS (2011).
Implementing intentional rounding offered opportunities
for increased communication opportunities between staff,
patients and their relatives. Other researchers have noted
the importance of good and open communication and qual-
ity care. Indeed timely response to patient need has been
identified as a key indicator of patient satisfaction (Ford
2010, Dix et al. 2012). Bourgault et al. (2008) argue that
patients equate quality care directly with good communica-
tion, and prompt recognition and provision of high-quality
care impacts directly on levels of satisfaction (Castledine
et al. 2005).
Importantly, it was also found that intentional rounding
can lead to increased responsiveness and anticipation of
patient need. Intentional rounding also offered a method of
recognising patients whose condition was deteriorating
such that treatment could be commenced sooner, with
potentially better outcomes. There is now emerging evi-
dence from the UK of inadequacies in the management of
acute patients in the hospital setting with a focus on meth-
ods to improve early detection of deterioration (Mcdonnell
et al. 2013). Issues to do with interpersonal communica-
tions between hospital staff, inadequate training, poor
safety procedures have been identified as significant influ-
ences on timely response to deterioration (Subbe & Welch
2013).
The findings also identified difficulties felt by the respon-
dents in relation to the implementation of intentional
rounding in the ED setting. Here, the relationship between
patient volume, the ever changing environment and
workload within the emergency department were noted as
problematic. Staff attitudes and shortages were recognised
as a barrier to implementation, showing the limitations and
practical problems faced by respondents.
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Other research has outlined the importance of staff attri-
butes to the successful implementation of rounding. Braide
(2013) claimed that the extent to which staff appeared to
be approachable during a round is likely to influence
patient satisfaction. However, the difficulty in engaging
staff in intentional rounding was also acknowledged.
Other measures to engage staff have been suggested in
the literature. These include involving them in the develop-
ment of approaches to documentation (Braide 2013, Har-
rington et al. 2013, Hutchings et al. 2013) and adopting a
flexible, inclusive, team approach to the delivery of round-
ing (Dix et al. 2012, Harrington et al. 2013).
This study raised issues about the most appropriate staff
members to be involved in the delivery of rounding. In
line with the published literature, there is no standardised
norm and variation exists between and within organisa-
tions (Braide 2013, Harrington et al. 2013). Practical
issues surrounding those staff members involved in inten-
tional rounding were discussed at length (on how it is cur-
rently and how it could or should be involving a
multidisciplinary approach). To ensure the success of
intentional rounding, it is important that staff are con-
vinced of its benefits (Hicks 2015). Dix et al. (2012)
argued that staff engagement and understanding of the
process were crucial for successful implementation. Reti-
cence to the introduction of new concepts has been
reported with the recognition that nurses often view them
as involving additional unnecessary work, especially when
they feel they already interact with their patients at least
hourly (Lowe & Hodgson 2012, Shepard 2013). This
importance of staff compliance to rounding has been dis-
cussed in the literature. Kessler et al. (2012) argued that
staff strict adherence to the agreed protocol for rounding
and nurse-patient interaction was crucial for the achieve-
ment of positive outcomes from rounding.
Research from Scotland also demonstrated positive out-
comes of rounding and again noted the importance of com-
mitment from on the front line staff (Ciccu-Moore et al.
2014). They argued that successful implementation relies
on a systematic and informed team approach: ‘the team
implementing rounding has to be fully aware of, and com-
mitted to, the best standards of nursing practice, otherwise
improvement initiatives would be superficial and not yield
evidenced success’ (Ciccu-Moore et al. 2014, p. 22).
Respondents explained about the culture within this set-
ting and how it could be seen as task orientated. Indeed the
concept of rounding remains controversial in some of the
academic literature. Modern nursing involves critical think-
ing, reflection, problem solving and shared decision-making
with patients. However, those against rounding claim that
it constitutes a move away from empowering nurses and
advocates the return to antiquated practices that deskill
nurses (Lyons et al. 2015). Indeed Lyons et al. (2015) go
on to argue that nursing rounds lead to an expectation that
patients will fit into rigid predetermined schedules which in
itself may act to undermine the nurse–patient relationship
(Lyons et al. 2015).
Berg et al. (2011) argued to the benefits for intentional
rounding in contributing to improvements in organisation
and workflow. Ford (2010) explained how the reduced use
of call bells by patients, in turn contributed to a quieter
work place. As a consequence, nurses stress levels were
reduced, and they had more time to give to patient care.
Research on the benefit of rounding directly to nursing
staff is less conclusive, however, Neville et al. (2012)
demonstrated that although nurses recognised benefits to
patients and relatives, they were less clear about the direct
benefit rounding has on staff and had specific concerns
about the time consuming documentation.
Nurses argue for the need to prioritised delivering care
to high-acuity patients over maintaining rounding sched-
ules (Deitrick et al. 2012). Issues surrounding the fre-
quency of intentional rounding and the interventions
involved during the interaction were also discussed.
Because intentional rounding involves standardising in the
frequency and way in which nurses interact with their
patients, D’Alessio et al. (2010) argue that it offers a more
efficient way of working by and results in improved work
processes and care delivery, patient satisfaction and safety.
However, concern has been expressed about the introduc-
tion of rituals and how this could compromise individu-
alised care (Braide 2013, Snelling 2013a, Ciccu-Moore
et al. 2014). Others have suggested that staff feel rounding
can be patronising due to its implication that nurses
require a formal schedule and checklist to be able to deli-
ver care effectively and efficiently (Lowe & Hodgson
2012, McEwen and Dumpel (2010).
Respondents offered thoughts and ideas on the difficulties
they faced and ideas and potential solutions how they may
be able to overcome these at a practical level, involving var-
ious approached and staff allocation, different documenta-
tion methods. Previous research also suggests the need for
less documentation relating to intentional rounding (Har-
rington et al. 2013) to improve efficiency and compliance.
Limitations
The sample size used within the study is recognised as a
limitation and as such we can not be completely confident
that data saturation was reached (S.E. Baker and R.
© 2016 John Wiley & Sons Ltd
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Edwards, NCRM, Middlesex University and University of
Southampton, unpublished). Further research investigating
the potential feasibility and benefits of intentional rounding
would seek a broader range of staff perspectives. Conse-
quently, there is scope following this study to not only
increase sample size but to also extend interviews to include
those staff members from various roles within the emer-
gency department. Possibilities of including of EDAs, all
levels of qualified nurses and doctors and senior manage-
ment should be considered.
Conclusion
This research has explored the potential for use of nurse
intentional rounding in the emergency department setting by
examining the perceptions, perspectives and beliefs of quali-
fied nurses about the benefits and limitations of its implemen-
tation. It begins to address concerns raised by others about the
paucity of evidence into the feasibility of intentional rounding
and guidance to implementation (Ciccu-Moore et al. 2014)
and contributes to debate on its potential benefits.
The findings show that staff feel the introduction of
intentional rounding techniques could lead to improvements
in patient safety and overall care experience. However, the
nurses also identified both a range of difficulties and adap-
tations needed, to aid the success of rounding in the ED.
The research offers an insight into staffs perceptions of
using intentional rounding and also explains the practical
difficulties faced by the nursing staff with potential sugges-
tions that may help to address these problems. Benefits
include more open communication between staff and
patients and potentially a more timely response to patient
need which positively impacts levels of safety and satisfac-
tion. Barriers include lack of staff engagement, and the
environmental factors and pressures, within the ED setting.
Relevance to clinical practice
The findings from this study have the potential to inform
knowledge and nursing practice, not only at this NHS Trust
but also within other emergency departments more widely,
particularly where the introduction of intentional rounding is
being considered. Key items to consider are outlined below.
This study in alignment with the published literature has
identified the importance of staff understanding the poten-
tial benefits of rounding, prior to trialling implementation.
This may be achieved through and inclusive approach dur-
ing the development of the rounding scheme.
Individual areas will need to give consideration to the
most appropriate local strategies, as a one-size-fits all
approach, with reference to rounding delivery, is unlikely.
Increasing workload through excessive documentation
could contribute to difficulties with implementation. Effi-
cient and effective ways of documenting the process of
rounding therefore need to be agreed prior to the launch of
a new scheme.
This project may also hold implications for future com-
parative research to be carried out in other emergency
departments from other NHS trusts throughout the UK.
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